***Mardell Gavriel:*** At Walden House, we use dialectical behavior therapy (DBT) skills training and strategies with a wide range of clients, although we don't implement the whole package. As we practice it, embracing a dialectic way of thinking means avoiding rigid notions, understanding that it's all right to feel more than one way about something, and being cognitively fluid and creative in one's thinking. The clinician may help the patient connect to both poles of his ambivalence about drugs. On one hand, the client wants recovery and recognizes that drugs have been problematic in his life, and on the other, he has real urges to use because drugs have been his survival strategy for a long time. Both of those rationales are equally true; what the dialectic recognizes is that both can yield useful insights.

***Helen Sackler:*** The authors' football analogy illustrating the dialectic ([@b2-ascp-04-2-47]) is similar to the way we routinely talk to substance abusers. In the analogy, the quarterback always has the goal of scoring, but he knows he can't score on every play. On most plays, he just has to try to push the ball downfield. To our patients, we say, "What's going to make your life worth living a year, 2 years, 5 years down the road? Keep your eyes on the prize, but work a day at a time."

***Gavriel:*** One reason the DBT model has been fairly easy to implement in substance abuse treatment is that, philosophically, it integrates well with other existing models. To a great extent, the DBT skills are the same ones that underlie many of the curricula that are traditionally taught in substance abuse treatment---stress tolerance, emotional regulation, relapse prevention, and so on. Staffers find that DBT training reinforces and promotes their ability to do what they are already aiming for, which is to try to maintain a balance between accepting each client where he or she is and pushing for change.

***Suzette Glasner-Edwards:*** DBT overlaps greatly with other cognitive-behavioral and relapse prevention therapeutic approaches. Where it stands out and is innovative is in its conceptual framing and the emphasis it puts on some issues. DBT's handling of engagement issues and treatment dropouts seems fairly intuitive, for example, but it is distinctive because it is so direct and up front. The counselor acknowledges right at the start that dropouts happen and problem-solves with patients to prevent it, in part by planning with patients to contact them if they don't show up for a session.

The DBT focus on teaching patients to tolerate pain and discomfort is similar to conventional coaching of clients to ride out their urges to use drugs, but it goes further. I think this could be very helpful with engagement and retention, particularly in early abstinence. Among stimulant abusers, for example, overwhelming psychological discomfort is among the problems that lead to high dropout rates.

The terms "addict mind," "clean mind," and "clear mind" are consistent with traditional concepts in recovery and could be particularly useful in helping clients to understand their stages of recovery. I would like to see the authors articulate these terms further, with a list of changes and behaviors that clients can use to assess their progress. Clients could then say, "Well, I see that I am feeling so-and-so, and that tells me I'm in clean mind" or "I just did such and such, so I know I'm in clear mind."

***Gavriel:*** The central concept of dialectical abstinence is another good example of DBT putting a new spin on treatment issues and practices. Although it is not earth-shatteringly new, it merges the concept of abstinence-based therapy and the attitude of learning from relapse in a novel, useful way. Similarly, getting client locator information up front and seeking out no-show patients is not unique to DBT. However, it has not become embedded in practice, and the emphasis that DBT puts on it is unique.

***Sackler:*** There is one valuable innovation in DBT that I think is brand new. It's the idea that patients should immediately make amends for the harm they have done, rather than---as in Alcoholics Anonymous---waiting until Step 8.

***Gavriel:*** For all its compatibility with current practices, DBT does challenge some common ideas in the field. For example, we tend to say, when clients engage in inconsistent help-seeking, that they are not yet motivated enough for treatment and need to bottom out and come back. DBT says, instead, that we should try to maintain therapeutic relationships---and go find them.

***Sackler:*** I think this is a great direction for substance abuse treatment to take.

***Glasner-Edwards:*** Yes, so do I, particularly for its approaches to overcoming some of the problems of treatment engagement and retention.

Jumping in versus wading in
===========================

***Glasner-Edwards:*** As to the feasibility of jumping in with a program like this, it will depend on what the funding priorities are and whether dealing with comorbidities is a strong agenda item for decision makers. In most cases, I imagine it will be very difficult to get the necessary support to fully implement DBT, given the cost and labor associated with it---for training, ongoing supervision, fidelity monitoring, and the intensity of the clinical services provided both in and out of the clinic setting. Think just of the staff resources needed for community outreach---counseling becomes more than a 9 to 5 job, as therapists are essentially on call all the time.

***Gavriel:*** San Francisco's community behavioral health services have made a large commitment to DBT. One main reason was the promise of reducing costs. Large portions of the dollars for community care were going to small numbers of clients, many of whom had been diagnosed with borderline personality disorder (BPD) and were frequent users of expensive emergency and stabilization services throughout the city. Of course, a lot of money is taken up not only by BPD, but by substance abuse in general, because the recidivism rate is so high. Thus, funders sought an approach that would help to sustain these clients outside of these emergency structures. DBT has the potential to teach more skillful living and thus maintain the client outside the hospital.

In 2003, the Linehan group gave a week-long training to 200 providers from city-and county-affiliated clinics. Today the model is still going strong at some facilities and has dwindled away at others, mostly because trained staffers leave and it's hard to keep up the training of new hires.

The city is trying to revive the initiative and increase consistency. Its goals include crisis care services that are calibrated on the DBT model and a referral system wherein clients who move between providers or levels of care consistently encounter DBT. The range of issues involved is tremendous, including practical ones like team meetings. Those hours affect clinic productivity and must be billable.

Despite all that, I think it behooves us to invest in best-practice initiatives and strategies like DBT, because there are areas where our whole field needs to improve. We fail with a lot of clients. I don't believe DBT or any one model has all the answers, but I think we should keep trying to raise our game and so be open to implementing new approaches, even if they are difficult and take resources.

***Glasner-Edwards:*** I think it would make sense to introduce DBT gradually. A program or a system might start with some of the basic components and move in a stepwise fashion toward full implementation. Perhaps it would focus first on seeing whether it's feasible to train community providers and supervise them in the use of these skills.

***Sackler:*** Drs. Dimeff and Linehan report that a partial version of DBT was not effective in trials, but I struggle with this conclusion. In my experience in various clinics and research settings providing treatment for substance abusers, I have found that some of these techniques do work when used independently of this model. For example, the Community Reinforcement Approach of the University of Vermont ([@b1-ascp-04-2-47]) sends staff out into the community to re-engage patients and has found doing so to be very effective.

***Glasner-Edwards:*** The Linehan group's findings regarding the importance of maintaining the integrity of the full DBT treatment came from studies of people with BPD, one of which involved a small number of individuals with comorbid substance abuse. I'm not surprised that the researchers concluded that DBT skills and training aren't efficacious in themselves, because BPD patients probably benefit from the structure that's provided by the full model. It would be interesting to compare the efficacy of a full versus an à la carte approach for other populations. You might not need the whole package with less suicidal populations or substance-abusing populations who have less severe psychiatric impairment.

***Gavriel:*** In our agency, with the benefit of intensive training from the Linehan group, we're sometimes able to offer DBT-informed therapy to a small percentage of our clients. We try to make it available to our clients with BPD. We have implemented the curriculum of DBT skills training very broadly, however.

The burning question for us is: Can skills training alone, without the rest of the model, be effective for clients who do not have BPD, but have primary substance use disorder and may also have less severe psychiatric conditions, such as depression? We may get some answers from a study that we are now doing in collaboration with the University of California at Los Angeles. The study takes place in a large Walden House substance abuse prison program, where clients in one yard receive DBT skills training and clients in another receive treatment as usual.

***Glasner-Edwards:*** I think it would be very interesting to isolate the component of upfront planning for potential dropout and test whether it makes any difference.

***Sackler:*** You could apply the dialectic to the issue of implementation. The long-term, ultimate goal is to realize the benefits of these comprehensive programs, but we need to set out from where we are now and painstakingly put the pieces together.

I do think that comprehensive programs are ultimately doable. If we have to start piecemeal to get people up to speed and to develop their skills, and only later implement the full-package DBT or some other comprehensive program, so be it. I think it's acceptable to work toward long-term implementation in a series of small short-term steps.
